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ABSTRACT
Objective: To assess the psychometric properties of the Child Stress Disorders Checklist (CSDC), a 36-item observer-
report instrument that measures acute stress and posttraumatic symptoms in children. Method: The CSDC was admin-
istered to parents of 43 children with acute burns and 41 children who had experienced a traffic crash. This instrument
was also administered to the burned children’s primary nurse to estimate interrater reliability. The GSDC was completed
again by parents of burned children, 2 days and 3 months later. Convergent validity was determined by correlating scores
on the GSDC with scores on instruments of known validity for assessing postiraumatic stress disarder {PTSD) in children.
Concurrent validity was determined through an examination of the relationship between CSDC scores and an index of
trauma severity (percentage of body surface area burned), Discriminant validity was assessed by administering the Child
Behavior Checklist (CBCL): it was hypothesized that PTSD symptoms would be more closely related to the PTSD scale
of the CBCL than the Thought Problems scale of the CBCL. Results: The CSDC has reliable and valid psychometric
properties. Conclusions: The CSDC, an abserver-report instrument of ASD and PTSD in children, has important utility
in clinical and research settings. J, Am. Acad. Child Adolesc. Psychialry, 2003, 42(8):972-978, Key Words: Child Siress
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Acute stress disorder (ASD) and postrraumatic stress dis-
order (PTSD) represent some of the core features of 2
child’s reactions to traumatic events {Daviss et al., 2000;
Green et al., 1991; McLeer et al., 1988; Pyncos et al.,
1987; Sack et al., 1993; Stoddard et. al, 1989). Symptoms
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of both disorders include intrusive recollections, numb-
ing and avoidance, and hyperarousal (American Psychiatric
Association, 1994). The differences between postrrau-
matic symptoms expressed in the proximal and distal
aftermath of a trauma are formalized in the DSM-IV with
the distinction beeween ASD and PTSD. ASD describes
the psychopathological response in the immediate after-
math of a traumatic event that occurs up until 1 month
following the trauma. PTSD describes the psychopatho-
logical responses that persist after 1 month. In addirtion
to the temporal distinction berween ASD and PTSD,
these disorders are also distinguished by prominent dis-
sociative symptoms. Individuals wich ASD often have
significant dissociarive symptomatology; these individu-
als feel detached from their bodies and experience their
environment as unreal and dreamlike. Such individuals
often experience a decrease in emotional responsiveness,
numbness, and difficulty recalling elements of the trau-
matic event. PTSD causes tremendous problems for a
child’s social, educattonal, and biological development
(Perry and Pollard, 1998; Pynoos, 1993, 1996; Saigh and
Bremner, 1999). ASD cacries significant psychiatric mor-
bidity and may be a predictor of PTSD (Bryant, 2000;
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Spiegel eral., 1994). There have, however, been few stud-
ies of ASD in children (Daviss et al., 2000).

The assessment of traumatic stress in children has lagged
behind that of adulis, and psychometrically valid instru-
menis are just now becoming available (March and Albano,
1996; Ohan et al. 2002). To our knowledge, there are no
published instruments validated for assessment of ASD
in children. This paper describes a study designed to test
the psychometric properties of the Child Stress Disorders
Checklist {(CSDC; available on the Jorrnals Web site at
www jaacap.com using the Article Plus feature), formerly
the Child Stress Reaction Checklist (Saxe, 1997), an
observer-report measure of ASD and PTSD symptoms
in children. Because there are few observer-report instru-
ments of PTSD and no instruments of ASD in children,
the establishment of the reliability and validity of the
CSDC will be an important contriburor to the research
and clinical care of children with these disorders.

Among published instruments that assess PTSD in chil-
dren, the most widely used is the Child P'T'SD Reaction
Index (CPTSD-RI) (Pynoos and Eth, 1986; Pynoos et al,,
1987). Other available PTSD inventories are the Children’s
PTSD Inventory (Saigh, 1988, 1989; Saigh et al., 2000),
the Clinician-Administered PTSD Scale-Child and
Adolescent version (Nader et al., 1994), an exposure index
assessing urban violence entitled “Things I Have Seen and
Heard’ (Richters and Martinez, 1993), the PTSD mod-
ule of the Diagnostic Interview Schedule for Children and
Adolescents (Reich, 2000), the Kiddie-Post-Traumaric
Sympromology Scale (March et al., 1998), the Impact of
Events Scale (Yule and Udwin, 1991}, the Children’s Impact
of Traumatic Events Scale (Wolfe et al., 1991), the Trauma
Symptom Checklist for Children (Briere, 1996), and the
Children’s Reactions to Traumatic Events Scale (Jones,
2002). A recent article in this Jonrnal comprehensively
reviews many of these inscruments (Ohan et al., 2002).

In his review of the lizerature on the assessment of
PTSD in children and adolescents, March (1999) described
properties of an ideal assessment tool for PTSD. The ideal
assessment tool targeting PTSD was described as one
that: (1) provides a reliable and valid ascertainment of
symptoms across multiple domains; (2) identifies objec-
tive and subjective response to divergent traumatic expe-
riences; (3) evaluates symprom severity; (4) incorporates
and reconciles multiple observations, such as parent and
child ratings; and (5) is sensitive to treatrment-induced
changes in symptoms.
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The CSDC was developed to meet these challenges, Most
of the aforementioned instruments are based on the direct
report from the child of his or her symptoms. As an observer-
report measure of ASD and PTSD, the CSDC was meant
to complement existing instruments. The CSDC offers
clinicians and researchers the potential to “incorporare and
reconcile” information from the variery of observers with
information collected directly from the child, in the service
of developing an accurate assessment of ASD and PTSD
symptoms in children. Further, to our knowledge, there are
no published instruments with established psychometric
properties for assessment of child traumaric stress responses
in the acute serring, The CSDC is designed to be an appro-
priate measure of the symptoms of ASD, when adminis-
tered within 1 month of the trauma, as it includes items
that measure acute dissociation. The CSDC thus has a num-
ber of advantages: (1} it is 2 measure of both ASD and
PTSD symptoms, depending on the time of administra-
tion, (2) it is one of the few observer-report instruments of
PTSD and the only observer-report instrument of ASD
symptoms, and (3) it takes approximately 10 minutes to
complete and thus may be an efficient screening tool for
ASD and PTSD. The CSDIC is designed to be completed
by parents, nurses, teachers, and social service workers as
an index of ASD and PTSD symproms in children.

It should be noted thar the distinctions in the DSM-TV
between ASD and PTSD were made with little research
evidence from children. In particular, children's dissocia-
tive responses may be different from those of adults. This
is particularly relevant for the design of ASD and PTSD
measures, If the construce of ASD, itself, is based on an
erroneous extrapolation of data on acute dissociation in
adults to children, then this will limit the quality of the
psychometric properties of instruments designed to mea-
sure ASD in children. Nevertheless, the advancement of
research on ASD requires the development of psycho-
metrically sound measures. As mentioned, there have been
few studies of ASD in children (Daviss et al., 2000).

‘The following specific aims guide this study: (1} to
assess the internal consistency and interracer and test—retest
reliability of the CSDC; and 2) to assess the convergent,
concurrent, and discriminant validiry of the CSDC.

METHOD

Participants

Psychometric datz were collected on 84 children who had cither
expericneed 2 severe burn or had been in a raffic crash.
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TABLE1

Instructions and Sample Items From the Child Stress Disorders Checklist

Instructions: Below is a list of behaviors that describe children. For exch item thar describes your child NOW or WITH-
IN THE PAST MONTH, please circle 2 if the item is VERY TRUE or OFTEN TRUE of your child. Circle 1 if the item
is SOMEWHAT or SOMETIMES TRUE of your child. If the item is NOT TRUE of your child, circle 0. Please 2nswer afl
items as well as you can even if some do not seem to apply to your child, The terin “event” refers to the most stressful expe-

rience that you have described above,

Domains Sample [rems

Reexperiencing Child reports uncomfortable memories of the event.

Encreased Arousal Child stactles easily. For example, he or she jumps when hears sudden or loud noises.
Avoidance Child avoids doing things that remind him or her of the event,

Numbing and Dissociation Child seems “spaced out” or in a daze.

Reexperiencing Child acts as if the event were happening again.

Children With Burns, Forty-three of the children were admitted o
Shriners Burns Hospieal in Boston for an acute burm. The families were
approached by a trained research assistant when the child was medically
stable. Whitten informed consent was obtained from the parents, and
written assent was also obtained from the child. All children admitted
to the hospital were eligible to participate, according to a protocol
reviewed by the hospital’s institutional review board, unless they or their
parents did not speak sufficient English to complete the CSDC and the
other study instruments. The mean age of the participants was 11.67
years (SD 3.20 years); 15 were girls and 28 were boys. Sixty-seven per-
cent were white, 2% were black, 4% were Hispanic, 4% were Native
American, and 4% were multiracial. The mean percentage of body sur-
face area burned was 12.5% (SD 13.6%, range 1-60%). Approximately
20% of the families approached declined participation.

Children Who Experienced a Traffie Crash. This sample consisted of
41 children who were admiteed to a large urban pediatric hospital for
a traffic-relared injury (injured in a crash as a pedestrian, bicyelist, or
vehicle passenger). When the children were medically stable a trained
research assistant approached the child and their parents to enrolt in
a prospective study of psychological sequelac of traffic injuries, accord-
ing to a protocol approved by the hospital's institutional review board.
All children 5 through 17 years of age admitted to the hospital for a
traffic-related injury were eligiblc to participatc unless they lived
beyond a 2-hour travel distance to the hospital, they or their parents
did not speak English, or the child had cognitive limitations that pre-
cluded responding to an inteyview. The mean age of the sample was
10.0 years (SD 3.55 years); 30% were girls and 70% were boys, Forty-
twao percent were white, 46% were black, 2% were Hispanic, and 10%
were Asian-American.

Study Measures

Deseription of the CSDC. The CSDC is 2 36-item observer response
instrumnent that measures the symproms of ASD and PTSD in chil-
deen. It consists of 1 traumatic event item, 5 immediate response
irems, and 30 symptom items. The first item allows for an identifi-
cation and subjective description of the traumaric event. The imme-
diare response items correspond with the DSM-TV A2 crirerion of
ASD and PTSD. The 30 symprom items ask about the variery of
symproms of ASD and PTSD and generate scores on 5 subscakes that
correspond with DSM-/V symptom groups for ASD and PTSD:
Resxpediencing (7 irems), Avoidance (5 items), Numbing and Disseciarion
(8 items), Increased Arousal (6 items), and Impairment in funcrion-
ing (4 items). The CSDC towl score is the sum of racings on the 30
symptom irems. The CSDC mmtches the response formar of the CBCL.

Each symprom is rated on a 3-point scale (0 = “not true,” 1 = “some-
what true,” 2 = *very wrue”). Table 1 is a copy of the instructions and
sample items from each subscale.

Child Behavior Checkliss. The Child Behavior Checklist (CBCL)
(Achenbach, 1991) isan cbserver-report questionnaire consisting of 118
behavior prablem items and 20 social competence questions. The CBCL
provides a toeal problem score, eight Behavioral Problem Scales, and two
“broad” problem scales of (1) externalizing behavior {poor behavior con-
trof} and (2) internalizing behavior {¢.g., anxicty; depression, withdrawal),
Test—retest reliabilicy is 0.87 for the internalizing scafe. This scale is inter-
nally consistent {Cronbach ¢ = .89). A 23-item PTSD scale of the CBCL
based on items on che CBCL with high overlap with DSAM-II-RPTSD
symptoms has been created and assessed (Wolfe and Brie, 1997). Sexually
abused children had significantly higher scores on this scale than a
nonabuse clinical sample. The internal consistency (Cronbach of) of
these itemns in the sexual abuse sample was .89.

Child Dissociation Checklist. The Child Dissociation Checklist
(CDC) (Pucnam et al., 1993} is a 20-jtem observer-report checklist
thar follows the same response pattesn as the CBCL and the CSDC
and generates a single score that indicates the child’s position on the
dissociative continuum. It has a E-year test—retest reliability coeffi-
ciene of 0.69 and is incernally consistent (Cronbach @ = .95). Children
who are known to have dissociative disorders have higher scores on
this instrument than noncraumatized children and sexually abused
girls who do not have a dissociative disorder, thereby supporting the
scale’s validicy.

Child PTSD Reaction Index. The Child PTSD Reaction Index
{CPTSD-RI) (Pynoos and Eth, 1986; Pynoos eral., 1987) is a 20-
item semi-structured intervicw that assesses posttraumaric symptoms
in children. Children arc asked 1o rate the frequency of their post-
traumaric symproms o a 5-point Likert scale (0 = “never,” 4 = “most
of the time”), The measure has been used with many geoups of trau-
macized children, has high cest—retest refiabilicy (Cohen x = 0.88),
and caprures the major domains of PTSD. Construct validity is sup-
ported by the finding thar children who ase known to have PTSD
have much higher scores on this instrument.

Procedures

Chrldren With Burns. Children were inrerviewed using the CPTSD-
RI within 2 wecks following admission for an acuse burn and 3 months
fellowing discharge from the hospital. The CSDC, the CBCL, and
the CDC were administered to parents as part of a larger assessment
bactery, at the time of the initial 2sscssment and 3 months later. The
CSDC was also administered to parents 2 days following the initial
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TABLE 2
Mean (Standard Dieviation) CSDC Scores for Burn Sample and Traffic Crash Sample at Initial Assessment
and Burn Sample at 3-Month Follow-up

Acute Burn Traffic Crash 3-Month Burn
Mean (S} Mean (SD) t(df= 81} Mean (5D t(df=22)

Tosal 11.18 9.97) 7.3 (8.15) 1.9* 8.2 (10.95) 1.9*
Reexperiencing 2.95 (3.54) 1.5 (1.91) 2.38% 1.6 (1.88) 1.2**
Arousal 2.67 (2.55) 24 (2.89) 0.53 22 (3.19) 0.7
Numbing and Dissociation 2.19 (2.10) 2.1 (2.31) 0.28 1.5 (2.64) 2.4%
Avoidance 2.23 (2.54) 0.7 (2.28) 2.88% 1.9 (2.83) 0.4
Functioning 1.05 (1.45) 0.8 (1.27) 091 1.2 (2.06) 0.2

Nore: Independenc samples ¢ test determines differences between Child Stress Disorders Checklist ({CSDC) means for acute
burn and eraffic crash samples. Paired 1 tests determine differences berween CSDC means for acute burn and 3-month burn

samples.
P p < 057 p < 005

assessment. Additionally, the child’s primary nurse completed the
CSDC, ar the time of the subject’s initial assessment. The percentage
of body surface area burned was also recorded for each child.

Children Who Experienced a Traffic Crash. Children and parents
were assessed within 1 month of the crash {ranging from 5 to 30 days,
mean 12 days posterash), The CSDC was administered ro parents at
this time, as part of a larger assessmenc of parent and child acute
responses to the traffic crash and the injury.

Data Analyses

Te determine the psychometric properties of the CSDC, the fol-
lowing analyses were performed.

Reliability. The ratings reported by parents were used to caleulate
the scale’s internal consistency for the sample as a whole and for each
of the subsamplcs. As a measure of interraver reliability the scores
reported by parents were carrelated with those reported by the pri-
mary nurse for the burned sample. CSDC rotal scores based on rar-
ings by the parent 2 days apart for children with burns were correlaced
as a measure of test—retest reliabiliny.

Vélidity. To determine the convergenc validity of the CSDC toral
score as a measure of ASD and PTSD, i was correlaced with scores on
other psychometrically sound measures of trauma-related symproms
in children: the CPTSD-RI, the CDIC, and scores on the PTSD dimen-
sion of the CBCL. Correlation of CSDC scores with percentage of
total body surface arca burned served as 2 measure of concurrenc valid-
ity. PTSD symproms are known to diminish wich time (c.g., Nader
ex. al, 1990; Green et. al, 1994; Milgram ec. af, 1988; Schwarzwald
et al., 1994); thercfore, a decrease in CSDC scores benveen the acute
and 3-month assessment would support the validicy of the CSDC and
also demonstrate its sensidvity to change. Burn rrauma may be a higher
magnitude traumaric cvent than a traffic accident; therefore, higher
CSDC scores in the burn sample would alse support the validity of
this instrument. Discriminanc validity was caleulated by cortelating
CSDC scares to the CBCL-PTSD scale versus the CBCL Thought
Problems scale (“child hears things,” “child sees things," “child displays
strange hehaviers”), Higher correlations on the PTSD scale than on
the Thought Probiems scale would indicare discriminane validicy.

RESULTS

The mean CSDC total score for the sample of acutely
burned children and those who experienced a traffic crash
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was 11,11 (8§D 9.97) and 7.3 (SD 8.15), respectively. The
mean CSDC total score for the burned children 3 months
after discharge was 8.2 (SD 10.95). The mean CSDC
scores for each subscale at the acute phase for each group
and the mean subscale scores for the burn sample at 3
months are presented in Table 2.

The internal consistency of the symptom items, for
the sample as a whole (# = 84) was Cronbach o = 0.84.
The internal consistency for each of the subsamples of
burned children and those who experienced a traffic crash
was 0.83 and 0.86, respectively. These values suggest that
the CSDC is internally consistent across test populations.

Interrater Reliability

The intraclass correlation between total scores reported
by the burned child’s parent and primary nurse was 0.44
(7 = 37}. The subscale intraclass scores, as presented in
Table 3, ranged from 0.24 to 0.45.

Test-Retest Reliability
Test—retest reliabilicy was examined for the CSDC total

score and across each subscale. The correlation between

TABLE 3
Incerracer Reliabilicy: Intraclass Correlation Between
CSDC Scores Reported by che Parene and Primary
Nurse of Children Wich Burns (r = 37}

CSDC Scale Corrclation
Total score 0.44
Arousal 0.36
Numbing and Dissociation 0.24
Avoidance 0.28
Functioning 0.27
Reexperiencing .45

Note: CSDC = Child Stress Disorders Checkdist.
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TABLE 4
Tese—Retest Reliability: Correlation Between CSDC Scores
2 Days Apart Reported by Parents of Children
With Burns (# = 34 and # = 23)

TABLE 5
Concurrent and Convergent Validicy: Relationship Between
Score on the CSDC and Measures Known to Be
Related to PTSD (72 = 19 ro 43)

CSDC Scale Correlation
Toral score 0.84
Arousal 0.74
Numbing and Dissociation 0.70
Avoidance 0.85
Funceioning 0.63
Reexperiencing 0.89

Burn: Parent Buen: Nuese  Burn: Parent
Measure (Acure) (Acuse) (3 Months)
TBSA 0.561 0434+ 0.30
CPTSD-RI 0.39** 0.26* 0.38
[eis]® 049+ 0.33** 0.59*
CBCL-PTSD 0.49*** 0.35* 0.47%
CBCL~thought 0.04 -0.16 —_

NNote: CSDC = Child Stress Disorders Checklist.

total scores reported by parents of burned children 2 days
apart was 0.84 (n = 34). The correlations between sub-
scale scores ranged from 0.63 to 0.89 and are presented

in Table 4.

Coneurrent, Convergent, and Discriminant Validity Scores

Concurrent, convergent, and discriminant validity
scores on the CSDC reported by the burned child’s par-
ent and nurse, at the time of the initial assessment, were
found ro be correlated with well-established measures of
trauma-related symptomology, measured at the same time
{range 0.26 to 0.49). These scores were also significantly
correlated o percentape of body surface area burned, with
r=10.56, p < .001 for parent-reported scores and r= 0.43,
2 < .01 for nurse-reported scores. Scotes on the CSDC
as reported by the child’s parent, 3 months after the burn,
were also found to be correlated with measures of trauma-
related symptomology, measured at the 3-month follow-
up (range (.30 to 0.59). Parent-reported CSDC scores
wete significandly correlared with the PTSD scale of the
CBCL {r = 0.49, p < .01) and not correlated with the
Thought Problems subscale of the CBCL (r= 0.04, p >
.05), which is less associated with PTSD symptomology,
suggesting discriminant validity. Similar findings were
obtained with the nurse-reported scores of the CSDC.
Table 5 displays the results of these cortelations.

Differences between acute and 3-month CSDC scores
for the burn sample and between the CSDC scores between
the burn and traffic crash are illustrated in Table 2. As
shown, the mean CSDC rtotal score for the burn sample
during the acute hospitalization was 11.11. This score was
8.2, 3 months later. Pairwise ¢ tests reveal this difference is
significant at a trend level. CSDC Reexperiencing and
Numbing and Dissociation scales were significantly lower
at the 3-month follow-up. Because traumatic stress symp-
toms are expected to decrease with time, these differences

76

Note: CSDC = Child Stress Disorders Checklist; PTSD = post-
traumatic stress disorder; TBSA = total body surface area burned;
CPTSD-RI = Child PTSD Reaction Index; CDC = Child Dissociation
Checklist; CBCL = Child Behavior Checklist.

*p< LM p <05 p< 01t p<.001.

support the validity of the CSDC. Table 5 also shows the
mean total CSDC score for the acute traffic crash group
as 7.3. This is also lower at a trend level from the acute
burn group. The Reexperiencing and Avoidance CSDC
scales were significantly lower between the Acute Burn and
the Acute Traffic Crash group. Because 2 burn is expected
to be a higher magnitude stressor than a trathe crash, these
differences also support the validity of the CSDC.

DISCUSSION

This study examines the psychomertic properties of the
CSDC (Saxe, 1997), a recently developed observer-rated
measure of posttraumatic stress symptoms, and the first
instrument to assess acute stress symptoms in children.

As used in this study with two subsamples, children
with burns and those who experienced a traffic erash, the
CSDC appears to have promising psychometric proper-
ties in both the acure and nonacute context.

Reliability

The level of internal consistency of the CSDC was
found to be comparable with other established measures
of child psychopathology, such as the CBCL. As described,
we found an overall Cronbach o of 0.84 {0.83 for rraf-
fic crash sample and 0.86 for burn sample) for the CSDC.
The intetnal consistency of the PTSD scale of the CBCL
in a sample of sexually abused children was 0.89 (Wolfe
and Brit, 1997). The level of internal consistency of the
CBCL is 0.62 for the Competence scale and 0.96 for the
Behavior Problems scale (Achenbach, 1991). Although
the overall internal consistency of the CSDC (Cronbach
O = .84) is below the internal consistency of the CBCL
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Behavior problem score, it is comparable with the inter-
nal consistency of the CBCL PTSD scale and above the
CBCL Competence scale,

The CSDC demeonstrated 2-day test—retest reliability
in the children with acute burns. The overall correlation
of 0.84 is in the range of that found with the CBCL in
which 1-week test—retest reliability was found to be 0.87
for the Competency scale and 0.89 for the Behavior prob-
lem scale (Achenbach, 1991). This 2-day period for assess-
ing test—retest reliability was chosen as burned children’s
clinical state can change rapidly on a critical care unit.

The CSDC also shows interrater reliability with an over-
all interclass correlation between parent and nurse of 0.44.
One of the most controversial areas in psychometrics con-
cerns the standards for interrater reliability as raters may
be observing children in widely diverging conrexts (Mash
and Terdal, 1997}. The literature on standards of interrater
agreement on observer-report instruments is not well devel-
oped. The largest source of information comes from inter-
parent agreement using the CBCL. Achenbach (1991)
reported mean interparent agreement correlations ranging
from 0.48 10 0.79 for the behavioral problem scales of the
CBCL and 0.59 to 0.79 for the Competence scales of the
CBCL. A meta-analysis of studies examining interparent
agreement revealed a mean correlation of 0.59 (Achenbach
et. al, 1987). To our knowledge, there are no studies of the
agreement on behavioral observations between a parent
and a nurse about a hospitalized child. The somewhat
smaller cosrelation found berween parent and nurse obser-
vations {.44) is not unexpected as parents and nurses may
be basing their observations on different contexts (i.e., the
nurse on clinical encounters, the parent on supportive hos-
pital visits). Differences in observational context are known
to diminish interrater reliability (Achenbach, 1991; Mash
and Terdal, 1997). There may also be differences in the
emotional state of the parent and nurse as they complete
the CSDC. Parents may be experiencing their own trau-
matic stress symptoms related to their child’s acute burn.
This difference in emotional state of observers may influ-
ence the rating of the child’s sympeoms. Given these dif-
ferences, we think that an interclass correlation berween
patentand nurse of 0.44 is an acceptable tevel of interrater
reliability for the CSDC. It should be noted that interrater

reliability was only assessed acutely.
Validity

As described, the validity of the CSDC was demon-
strated in a number of ways in both the acute and non-
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acute setting, particularly for the burned children: (1)
CSDC scores correlated with our index of traurna sever-
ity (total body surface area burned), {2) CSDC scores
correlated with other measures of traumatic stress in chil-
dren, (3) CSDC scores did not correlate with a scale thart
was not expected to measure traumatic stress, and (4)
CSDC scores changed with time in the expected direc-
tion and were higher for the higher magnitude trauma
(burn trauma than traffic crash trauma). It is notewor-
thy that the “Numbing and Dissociation” scale of the
CSDC was most sensitive to change. This finding sup-
ports the validity of this instrument, as a reductien in
these symptoms would be expected given the prominence
of dissociation in ASD and not in PTSD.

As Table 5 indicates, some of the aforementioned sup-
port of validiry is mote clearly demonstrared in the acute
than nonacute setting as some correlations did not reach
significance in the nonacute setting. Nevertheless, two of
three traumatic stress measures were significantly corre-
lated with CSDC scores at 3 months after the burn. The
third {(CPTSD-RI) yielded almost the identical correla-
tion with the CSDC found at the acute period (r= 0.38
versus 7 = 0.39). The lack of significance of the former
correlation is likely due to the diminished number of sub-
jects assessed at the 3-month postburn period.

Clinical Implications

There is a great clinical need ro develop screening instru-
ments for traumatic stress symptoms in children. Because
the CSDC takes about 10 minutes te complete and offers
a psychometrically sound profile of ASD and PTSD symp-
roms, it can be used as a brief screening instrument in a
wide variety of clinical and nonclinical settings to iden-
tify children at risk. Although the psychometsic data pre-
sented were resteicted 1o hospiral settings with observations
from parents and nurses, this instrument is being used
in mental health clinics, schools, and social service offices
to screen children at risk for significant psychiatric con-
sequences to trauma. Children who are identified as symp-
tomatic on this screening instrument can then receive
more detailed diagnostic instruments for ASD or PTSD.
Additionally, because the CSDC is one of the only extant
inseruments that collect eraumaric stress symptom data
about a child from observer report, it can be used to com-
plement other instruments that collect information from
traumnatized children directly. Although we do not pre-
sent dara on the use of the CSDC to assess treatment
response, our data on its sensitivity to change suggest that
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it may be a good measure for this purpose, It is being used
for this purpose in a number of settings. A brief assess-
ment of treatment response based on observer’s report
can have great utility in the clinical setting.

Limitations

A limiration of the present study is that relatively small
sample sizes of children were assessed and the majority
of data was collected on children with burns. To aid in
generalizabiliey, future scudies should assess larger groups
of subjects who have experienced a2 more varied type of
traumatic exposure. Future studies should also use a con-
trol group of children who have not experienced a trau-
muatic event. The small sample also prohibits the examination
of age and race effects on the psychometric properties of
the CSDC; it would be useful in future studies to assess
whether the instrument performs equivalently for par-
ents reporting on children across different developmen-
tal stages and for parents and children in a variety of race
and ethnic groups. Despite these limitations, these data
provide preliminary support for the psychometric prop-
erties of the CSDC and underscore its importance as a
potentially useful screening measure of acute stress and
posttraumatic symptoms in children.
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